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Abstract: The coronavirus disease 2019 (COVID-19) has deeply modified the organization of hospitals,
health care centers, and the patient’s behavior. The aim of this epidemiological retrospective cohort
study is to evaluate if and how the COVID-19 pandemic has determined a modification in cranio-
oro-facial traumatology service. Methods: The dataset included hospital emergency room access of
a six-month pre-pandemic period and six months into pandemic outbreak. The variables collected
were: patient age, gender, type of emergency access with relative color code, Glasgow Coma Scale
Score, type of discharge. Results: 537 vs. 237 (pre-pandemic vs. pandemic) patients accessed the
hospital emergency room and the mean age decreased from 60.79 ± 25.34 to 56.75 ± 24.50 year. Yellow
and green code access went from 28.9% and 66.1% to 37.5% and 57.7% (pre-pandemic vs. pandemic).
Glasgow Coma Scale (GCS) shows an increase of 16.6% vs. 27.8% of 15 grade score, a 28.7% vs.
28.5% of the 14 grade score and reduction of 13 and 12 grade 40.2% and 14.5% vs. 37.1 and 9.7%
(pre-pandemic vs. pandemic). Conclusions: Since the COVID-19 outbreak continues, epidemiological
data are still necessary to perform public health intervention strategies and to appropriately predict
the population needs, in order to properly manage the COVID-19 related to oral pathologies as well
as the most common health problems.
Keywords: COVID-19; cranio-oro-facial traumatology; retrospective cohort study
1. Introduction
The Coronavirus disease 2019 (COVID-19) was declared as a pandemic on 11 March
2020 by the World Health Organization (WHO) [1]. In Italy, COVID-19 was firstly de-
tected in February 2020, and a Task Force and a special commission was organized to
properly manage the outbreak [2]. On March 9, a National Lockdown was declared after
a continuous increase in death and contagion cases that up to date (27 April 2021) count
3,971,114 total cases, 3,398,763 dismissed from hospital/healed, and 119,539 deaths [3]. The
route of transmission may vary but the infection spread mainly through coughing, sneez-
ing, and saliva [4]. The most common symptoms include body temperatures >37.4 ◦C, dry
cough, dyspnea, asthenia, muscle pain, headache, sore throat, diarrhea, and vomiting [5].
COVID-19 has deeply modified the organization of hospitals and health care centers
that have been called to a redistribution of workforce and resources to respond to a
changed public health necessity. In particular, to maximize the hospital beds and the
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resources available, a reduction in elective surgeries and a deep rescheduling of all non-life-
treat intervention were carried out according to new specific guidelines in each medical
branch [6–8].
The occurrence of a cranio-oro-facial trauma can negatively affect patients’ health gen-
erating social, economic, and professional issues [9,10]. Many factors such as risky sports,
altered overjet of the upper central incisors, and age-related lifestyle, can be associated to an
event that can lead to a cranio-oro-facial trauma [9,10]. The severity of this kind of trauma
and the complexity of the anatomical district involved, can require a multidisciplinary
approach [9]. However, in the pandemic period, the most common health treatments can
become a challenge for the professionals that are trying to offer the best treatment and to
avoid COVID-19 infection [11,12].
A previous report that evaluated if underlying diseases such as diabetic mellitus and
hypertension are risk factors for the severity and mortality of COVID-19 patients showed an
increased hospitalization duration and mortality in patients with confirmed COVID-19 [13].
In addition, underlying diseases such as diabetes, hypertension, cancer, chronic kidney
disease, heart failure, and mental disorders increased COVID-19 mortality [13]. According
to the authors, there is a need to develop more elaborate treatment guidelines and strategies
in order to improve the prognosis of COVID-19 patients [13]. In these circumstances, it can
be even more complex to properly manage traumatic injuries, which can result in longer
hospitalization duration.
As the COVID-19 outbreak continues, epidemiological data are still necessary to guide
awareness and public health intervention strategies.
Our epidemiological retrospective cohort study aimed at evaluating if and how the
COVID-19 pandemic has determined a modification in cranio-oro-maxillo-facial trauma-
tology service, in terms of number and type of hospitalizations, accesses, accidents, and
emergency attendances.
For this purpose, we compared data related to the hospital emergency room access of
a six-month pre-pandemic period (1 March 2019–1 August 2019) with a six-month period
into the pandemic outbreak (1 March 2020–1 August 2020).
2. Materials and Methods
This epidemiological retrospective cohort study was carried out in compliance with
the principles outlined in the Declaration of Helsinki.
The research followed the STrengthening the Reporting of OBservational studies in
Epidemiology (STROBE) checklist available upon request to the corresponding author.
The present study was conducted in Messina, a city with a population of 225,879,
evaluating the patients that referred to the emergency room of Policlinico Universitario G.
Martino [14]. The hospital is within the Italian National Health Care System.
Data retrieved from the digital archive of access and diagnosis of the hospital emer-
gency room were collected and evaluated in two different periods: a pre-pandemic (1 March
2019–1 August 2019) and a pandemic one (1 March 2020–1 August 2020).
Inclusion criteria were the following: presenting to emergency services, diagnosis of
brain traumatic injury, and/or cranio-oro-facial trauma.
The diagnosis followed the guidelines of American College of Surgeon, Trauma
Quality Improvement Program: best practices in the management of traumatic brain injury
(January 2015), adapted to the hospital organization. [15]
We collected the following data: patient age, gender, type of emergency access with
relative code, Glasgow Coma Score, patient discharge status. Codes of access were as fol-
lows: red code—very critical, life-threatening, top priority, immediate access to treatment;
yellow code—on average critical, presence of evolutionary risk, potential danger of life,
performance that cannot be deferred; green code—not very critical, absence of evolutionary
risks, deferrable services. Types of patients discharge were: refusal, home, ambulatory
consultation, hospitalization.
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Statistical Analysis
Continuous variables were expressed as a mean with standard deviation and dis-
crete quantitative data as absolute frequencies. Student’s t-test was used to analyze the
differences between age means. Comparisons in the percentages of the code of access
between the pandemic and the pre-pandemic group were performed with the chi-square
test. Glasgow Coma Score values were detailed in percentages and their differences were
analyzed by the chi-square test. The chi-square test was also used to assess differences
in percentages of type of discharge. The null hypothesis is that the pandemic does not




Patients in the pre-pandemic group were 537, being 324 men and 213 women, whereas
patients in the pandemic group were 267, being 146 men and 121 women: the difference
did not reach statistical significance (χ2 = 2.347; df = 1; p = 0.126). The mean age in the pre-
pandemic group was 60.79 ± 25.34 years, while the mean age in the pandemic group was
56.75 ± 24.50 years. The lower age found in people referred in the pandemic period with
respect to the age in the pre-pandemic group reached statistical significance (p = 0.031).
3.2. Code of Access
In the pre-pandemic group, 27/537 (5.0%) accessed the emergency department with a
red code, 155/537 (28.9%) with a yellow code and 355/537 (66.1%) with a green code. In
the pandemic group, 13/267 (4.9%) accessed the emergency department with a red code,
100/267 (37.5%) with a yellow code and 154/267 (57.7%) with a green code. The higher
percentage of yellow codes and the lower percentage of green codes in the pandemic group
with respect to the pre-pandemic group reached statistical significance (χ2 = 6.159; df = 2;
p = 0.046) (Figure 1).
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Figure 1. Code of access: pre-pandemic vs. pandemic group comparison.
3.3. Glasgow Coma Score
Glasgow Coma Score values in the pre-pandemic group were: 15 (n = 89, 16.6%), 14
(n = 154, 28.7%), 13 (n = 216, 40.2%), 12 (n = 78, 14.5%). Glasgow Coma Scale values in the
pandemic group were: 15 (n = 66, 27.8%), 14 (n = 76, 28.5%), 13 (n = 99, 37.1%), 12 (n = 26,
9.7%). Differences between percentages were statistically significant (χ2 = 9.570; df = 3;
p = 0.021), since in the pandemic group was found a higher percentage of score 15 and a
lower percentage of score 12 with respect to the pre-pandemic group.
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3.4. Type of Discharge
Types of discharge in the pre-pandemic group were: refusal (n = 129, 24.0%), home
(n = 214, 39.9%), ambulatory consultation (n = 122, 22.7%), and hospitalization (n = 72,
13.4%). Types of discharge in the pandemic group were: refusal (n = 80, 30.0%), home
(n = 111, 41.6%), ambulatory consultation (n = 34, 12.7%), and hospitalization (n = 42, 15.7%).
Differences between percentages in refusal, ambulatory consultation, and hospitalization
seen in the pandemic group with respect to the pre-pandemic group were statistically
significant (χ2 = 12.393; df = 3; p = 0.006).
The diagnostic breakdown along with an overview of the sample analyzed is summa-
rized in Figure 2.
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patient’s needs in a strict coordination with the hospital’s needs; therefore, cohort data are
a valuable asset to perform a strategic plan of the hospital health providing capability.
Our dataset compared a pre-pandemic six-month period with a six-month pandemic
period (1 March 2019–1 August 2019 vs. 1 March 2020–1 August 2020) in the same hospital
using the same diagnostic criteria, to show if any modification for the evaluated parameters
(age, gender, type of emergency access, Glasgow Coma Score, type of discharge) occurred.
Therefore, observing the results of this study, it was possible to suggest that the pandemic
had an impact on emergency services and patients’ profiles.
Hospital avoidance, due to fear of infection, has been documented in literature, and
data suggest a reduction of 35.2% in term of overall hospital accesses [18]. The data in
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this study, moreover, highlight that the avoidance increased up to 50% in case of cranio-
oro-facial traumatology service comparing the pre-pandemic vs. pandemic period (537 vs.
237). Despite the non-statistical significance of this comparison in term of raw data of
access (p = 0.126), statistical significance was found when comparing patients’ age (mean,
60.79 ± 25.34 vs. 56.75 ± 24.50) and color access codes to the emergency department
between the two groups.
In agreement with the results of this study, a retrospective multicenter comparative
study in France also hypothesized that an increased number of patients might have refused
elective procedures out of fear of contracting SARS-CoV-2 during their hospitalization [19].
In particular, the significant reduction in the incidence of maxillofacial trauma requir-
ing surgical management should be taken into account in order to reallocate resources
more accurately to improve the management of other pathologies for which treatment
cannot be postponed without affecting the patient’s vital prognosis [18]. This consideration
can also be applied to the present study.
The results of this study are in line with the literature that underlines how emergency
department visits among the adult and pediatric population showed a large decrease in
sports-related and motor vehicle-related injuries. [20,21]
According to the American Dental Association, dental emergencies could be poten-
tially life-threatening and could require immediate treatment to alleviate severe pain and
infection and to stop ongoing tissue bleeding [22]. Considering the present study, also a
previous retrospective investigation in Milan suggests that the COVID-19 pandemic has
highly affected dental activities in Italy [22]. The authors found that the number of patients
was inversely associated with the COVID-19 pandemic evolution with significantly less
patients accessing hospital emergency rooms for urgent dental care during lockdown.
Cranio-oro-facial traumatology service, in terms of hospitalizations, accidents, and
emergency attendances has a wide spectrum of patients, divided also, according to the
lesion severity, into a color code scale ranging from white/green (no urgency or not very
critical situation) to red code with life-threatening lesions for patients that need to have
immediate access to treatment and require hospitalization. Our data suggested a non-
substantial modification in red code access (5% vs. 4.9%) but a statistically significative
modification in yellow and green code access that goes from 28.9% and 66.1% in the pre-
pandemic period to 37.5% and 57.7% during the pandemic period (p = 0.046). These data
could be compared with those of a previous paper that evaluated the impact on patient
healthcare management in oral and maxillofacial surgery (OMFS) in Germany and found
a reduction in ward capacities and number of surgical procedures ranging from 17 to
78% [23].
Patients were screened using the Glasgow Coma Scale (GCS). This scale, developed
by Taesdale and Jennet in 1974, is used to evaluate a person’s level of consciousness after
a brain injury and allows evaluating the level of consciousness, identifying neurologic
dysfunction, predicting prognosis, and having a standardized communication among
health professionals. It is used worldwide to follow up patients’ progress and to perform
an objective evaluation of their level of consciousness. The evaluation is based on a
score ranging from 3 to 15, divided in three assessment categories: eye opening, verbal
response, and motor response. These parameters could be evaluated trough observation of
spontaneous activities and use of verbal and/or painful stimuli [24].
The analysis of Glasgow Coma Scale scores resulted in increased access of a grade
15 GCS score, a non-modification of grade 14, and a slight reduction of grades 13 and 12.
This data could be related to the modification of the kind of traumas and their modified
nature linked to the deep modification of the lifestyle during the pandemic [20,21].
In consideration of all the data evaluated in our analysis, the null hypothesis has
been rejected.
In the pandemic period, with a reduction of the available hospitalization beds, these
data could be useful to predict the need for non-deferrable hospitalizations for this medical
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branch, and to manage hospital organization to respond to the evident reduction in elective
surgery, reported in the majority of countries, versus emergency procedures [24].
Medical literature shows how the pandemic outbreak has also modified the patients
discharge from hospital preference, probably due to fear for possible SARs-COV-2 contact
in the hospital [25,26]. Our data suggest how both treatment refusal and home treatment
increased, while ambulatory consultation decreased. In addition, the hospitalization
increased reaching statistical significance. These findings underline how the fear for this
infection has modified patients’ behaviors, resulting in a different logistic necessity from
the hospital [26].
According to the literature, the COVID-19 pandemic has modified the spectrum of
medical procedures performed also in other countries [11]. The emergency and invasive
surgical procedures has significantly increased, while planned elective procedures have
decreased. In subsequent months, the reduced number of patients was compensated by a
higher number of procedures performed per visit [11]. The present study showed a similar
pattern for the patients with yellow and green code, without difference for the red code
cases before and during the pandemic. This is an expected result if we consider that the
patients with reduced risk of permanent injury could not be attended in the hospital.
Despite that COVID-19 pandemic impacted routine healthcare, the management of
traumatic injuries has remained a priority in patient-care service of oral and maxillofacial
practice [26,27]. A previous report showed a significant increase in oral and maxillofacial
injuries associated with falls at home during the lockdown scenario in Sri Lanka, reporting
that further investigation should be carried out in order to prevent these traumatic in-
juries [27]. Accordingly, the present study supports this finding, showing that the patient’s
profile have been modified during the pandemic period, and this data should be considered
as part of the logistic and treatment arrangement in health centers.
Some authors applied a mathematical approach to assist the surgical list reduction
evaluating the results from a managerial point of view [28]. They affirmed that it is
important to consider the patients prioritization by the hospital authorities, following
the institution’s clinical, ethical, and administrative procedures. Such procedures could
include: the inevitable revision of the prioritization criteria; changes in the protocols as
well as the waiting list management criteria; or a pronounced change in the demand for
surgical procedures limitations of clinical resources [28]. In this sense, the present study
provided an important clinical data, which could be evaluated and considered during the
cranio-oro-facial trauma care service organization.
A systematic review described the COVID-19 as an infectious disease that primarily af-
fects the lungs. Its multi-organ involvement is responsible for several prolonged symptoms,
including oral implications [29,30]. In recovered patients, the prolonged symptoms can
delay the elective treatments. These prolonged post-COVID-19 symptoms can affect also
the post-treatment recovery, including the treatment of cranio-oro-facial traumas; therefore,
it should be considered as part of the treatment plan. Even in controlled situations, doctors
should consider the scenarios of possible surgical and post-surgical complications, focusing
on the preventive actions, and minimally invasive techniques [10].
Thanks to health indicators, it is possible to study the evolution of many phenomena
and make valid comparisons. Health indicators can be used to design, evaluate, and
refine public health policies [31]. Moreover, these indicators let medical and administrative
personnel evaluate the changing reality of each territory and, therefore, to choose with
precision the logistic and medical phase to implement, for example, the different phases of
de-escalation of the containment measures aimed at stopping the spread of the Sars-CoV-2
virus [32]. For that reason, studies like the present one should be performed to elucidate
the pandemic effect on the health services and patients’ profile.
The strength of our study relies on the accurate analysis of the data related to the
hospital emergency room accesses of a six-month pre-pandemic period (1 March 2019–
1 August 2019) with a six-month period into the pandemic outbreak (1 March 2020–1 Au-
gust 2020). Our dataset included all patients affected by traumatic brain injury and/or
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craniofacial trauma: this is a wide spectrum of potential diagnoses, and the analysis of the
precise diagnoses is not within the aim of the study. This aspect may apparently represent
a study limitation, but the diagnostic breakdown between pre-pandemic and pandemic
group is comparable as it follows the same diagnostic guidelines, therefore, it does not
skew the results of the study.
Healthcare services took on a completely new dimension due to the COVID-19 pan-
demic, especially with the development of telehealth services [31], which often represented
the only possible form of care provision to the patients with controlled diseases or/and
that needs a follow-up. The COVID-19 pandemic has substantially improved the imple-
mentation of remote healthcare in healthcare institutions and made it an essential tool for
providing healthcare services. Taking into account the increasingly competitive healthcare
market, the institutions should focus on achieving high or perfect patient satisfaction rat-
ings to improve the quality of the provided services [32]. However, to provide the adequate
telehealth services, the health professionals should be able to adapt to the changed work
environment and should be productive and thrive in general [33,34]. Operative strategies
like these could be useful to provide the first assistance for green code patients and optimize
the hospital receptive capabilities, until the global vaccine campaign achieves a significant
level of prevention that will certainly mitigate some of the current challenges that we are
facing [35].
5. Conclusions
In the specific period and region, COVID-19 has deeply impacted on the healthcare
services, also in term of clinical priorities and logistic possibilities.
The results of this study show an avoidance-increase up to 50%, a significant variation
in yellow and green code accesses, and a change in GCS scores presentation due to an
increase of grade 15 scores, a non-modification of the grade 14, and a slight reduction of
grades 13 and 12, confirming the hypotheses in medical literature and underlining the
necessity to rearrange organization of hospital emergency and elective services.
Data are mandatory to evaluate the outbreak progression and to perform a correct
prediction of the population needs, in order to properly manage COVID-19, its related
diseases, and the most common health problems such as the cranio-oro-facial traumas.
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11. Nijakowski, K.; Cieślik, K.; Łaganowski, K.; Gruszczyński, D.; Surdacka, A. The Impact of the COVID-19 Pandemic on the
Spectrum of Performed Dental Procedures. Int. J. Environ. Res. Public Health 2021, 18, 3421. [CrossRef]
12. Cagetti, M.G.; Balian, A.; Camoni, N.; Campus, G. Influence of the COVID-19 Pandemic on Dental Emergency Admissions in an
Urgent Dental Care Service in North Italy. Int. J. Environ. Res. Public Health 2021, 18, 1812. [CrossRef] [PubMed]
13. Kim, E.; Kim, Y.; Park, J.; Jung, J.; Lee, J.; Kim, H. Evaluation of the Prognosis of COVID-19 Patients According to the Presence of
Underlying Diseases and Drug Treatment. Int. J. Environ. Res. Public Health 2021, 18, 5342. [CrossRef]
14. Available online: http://demo.istat.it/bilmens2020gen/index.html (accessed on 14 May 2021).
15. Best Practices in the Management of Traumatic Brain Injury. Available online: https://www.facs.org/-/media/files/quality-
programs/trauma/tqip/tbi_guidelines.ashx (accessed on 1 April 2021).
16. Huang, C.; Huang, L.; Wang, Y.; Li, X.; Ren, L.; Gu, X.; Kang, L.; Guo, L.; Liu, M.; Zhou, X.; et al. 6-month consequences of
COVID-19 in patients discharged from hospital: A cohort study. Lancet 2021, 397, 220–232. [CrossRef]
17. Mattar, C.N.; Kalimuddin, S.; Sadarangani, S.P.; Tagore, S.; Thain, S.; Thoon, K.C.; Hong, E.Y.; Kanneganti, A.; Ku, C.W.; Chan,
G.M.; et al. Pregnancy outcomes in COVID-19: A prospective cohort study in Singapore. Ann. Acad. Med. Singap. 2020, 49,
857–869. [CrossRef] [PubMed]
18. Chang, H.-J.; Huang, N.; Lee, C.-H.; Hsu, Y.-J.; Hsieh, C.-J.; Chou, Y.-J. The impact of the SARS epidemic on the utilization of
medical services: SARS and the fear of SARS. Am. J. Public Health 2004, 94, 562–564. [CrossRef] [PubMed]
19. De Boutray, M.; Kün-Darbois, J.-D.; Sigaux, N.; Lutz, J.-C.; Veyssiere, A.; Sesque, A.; Savoldelli, C.; Dakpe, S.; Bertin, H.; Lallemant,
B.; et al. Impact of the COVID-19 lockdown on the epidemiology of maxillofacial trauma activity: A French multicentre
comparative study. Int. J. Oral Maxillofac. Surg. 2020, 50, 750–755. [CrossRef] [PubMed]
20. Keays, G.; Friedman, D.; Gagnon, I. Injuries in the time of COVID-19. Les blessures au temps de la COVID-19. Health Promot.
Chronic Dis. Prev. Can. Res. Policy Pract. 2020, 40, 336–341. [CrossRef] [PubMed]
21. Maffia, F.; Fontanari, M.; Vellone, V.; Cascone, P.; Mercuri, L.G. Impact of COVID-19 on maxillofacial surgery practice: A
worldwide survey. Int. J. Oral Maxillofac. Surg. 2020, 49, 827–835. [CrossRef] [PubMed]
22. Consolo, U.; Bellini, P.; Bencivenni, D.; Iani, C.; Checchi, V. Epidemiological aspects and psychological reactions to COVID-19 of
dental practitioners in the Northern Italy districts of modena and reggio emilia. Int. J. Environ. Res. Public Health 2020, 17, 3459.
[CrossRef]
23. Pabst, A.; Zeller, A.-N.; Sader, R.; Wiegner, J.-U.; Schneider, M.; Ehrenfeld, M.; Hoffmann, J. The influence of the SARS-CoV-2
pandemic on oral and maxillofacial surgery: A nationwide survey among 54 hospitals and 240 private practices in Germany. Clin.
Oral Investig. 2021. [CrossRef]
24. Teasdale, G.; Jennett, B. Assessment of coma and impaired consciousness. Lancet 1974, 304, 81–84. [CrossRef]
25. Lazzerini, M.; Barbi, E.; Apicella, A.; Marchetti, F.; Cardinale, F.; Trobia, G. Delayed access or provision of care in Italy resulting
from fear of COVID-19. Lancet Child Adolesc. Health 2020, 4, e10–e11. [CrossRef]
26. De Filippo, O.; D’Ascenzo, F.; Angelini, F.; Bocchino, P.P.; Conrotto, F.; Saglietto, A.; Secco, G.G.; Campo, G.; Gallone, G.; Verardi,
R.; et al. Reduced rate of hospital admissions for ACS during COVID-19 outbreak in northern Italy. N. Engl. J. Med. 2020, 383,
88–89. [CrossRef]
27. Surendra, G.; Perera, I.; Ranasinghe, A.; Kumarapeli, V.; Tham, R.; Wickramaratne, P. Pattern and Causes of Oral and Maxillofacial
Injuries Presented to a Tertiary Care Public Dental Hospital in Strictly Imposed COVID-19 Lockdown Scenario. Oral 2021, 1, 3–14.
[CrossRef]
28. Clemente-Suárez, V.J.; Navarro-Jiménez, E.; Ruisoto, P.; Dalamitros, A.A.; Beltran-Velasco, A.I.; Hormeño-Holgado, A.; Laborde-
Cárdenas, C.C.; Tornero-Aguilera, J.F. Performance of Fuzzy Multi-Criteria Decision Analysis of Emergency System in COVID-19
Pandemic. An Extensive Narrative Review. Int. J. Environ. Res. Public Health 2021, 18, 5208. [CrossRef] [PubMed]
Int. J. Environ. Res. Public Health 2021, 18, 7066 9 of 9
29. Chakraborty, T.; Jamal, R.F.; Battineni, G.; Teja, K.V.; Marto, C.M.; Spagnuolo, G. A Review of Prolonged Post-COVID-19
Symptoms and Their Implications on Dental Management. Int. J. Environ. Res. Public Health 2021, 18, 5131. [CrossRef]
30. Troiano, A.; Lo Giudice, G.; de Luca, R.; Lo Giudice, F.; D’Amato, S.; Tartaro, G.; Colella, G. Salvage of dental implant located in
mandibular odontogenic cyst. A conservative surgical treatment proposal. Dentistry J. 2020, 8, 49. [CrossRef] [PubMed]
31. Moguerza, J.M.; Perelló Oliver, S.; Martín de Diego, I.; Aceña, V.; Lancho, C.; Cuesta, M.; González Fernández, C. Health
Sufficiency Indicators for Pandemic Monitoring. Int. J. Environ. Res. Public Health 2021, 18, 5358. [CrossRef] [PubMed]
32. Hawrysz, L.; Gierszewska, G.; Bitkowska, A. The Research on Patient Satisfaction with Remote Healthcare Prior to and during
the COVID-19 Pandemic. Int. J. Environ. Res. Public Health 2021, 18, 5338. [CrossRef] [PubMed]
33. Schade, H.M.; Digutsch, J.; Kleinsorge, T.; Fan, Y. Having to Work from Home: Basic Needs, Well-Being, and Motivation. Int. J.
Environ. Res. Public Health 2021, 18, 5149. [CrossRef]
34. Gasparro, R.; Scandurra, C.; Maldonato, N.M.; Dolce, P.; Bochicchio, V.; Valletta, A.; Sammartino, G.; Sammartino, P.; Mariniello,
M.; Di Lauro, A.E.; et al. Perceived job insecurity and depressive symptoms among Italian dentists: The moderating role of fear
of covid-19. Int. J. Environ. Res. Public Health 2020, 17, 5338. [CrossRef]
35. Sheikh, A.B.; Pal, S.; Javed, N.; Shekhar, R. COVID-19 Vaccination in Developing Nations: Challenges and Opportunities for
Innovation. Infect. Dis. Rep. 2021, 13, 429–436. [CrossRef]
